DIARRH4EAS.
Dr. Robert Hutchison : Chronic diarrhaea is a symptom and not a disease, and diagnosis has usually to be made by exclusion. Some form of classification is therefore necessary and the following is suggested:
(1) Gastrogenic, due to achlorhydria or to achylia. Why these conditions sometimes lead to diarrhoea is not understood; it is apparently not a question of " gastric " hurry, or of the absence of the antiseptic action of normal gastric juice. The stools are loose and may occur either after meals or between them ; they contain undigested connective tissue.
(2) Fatty, in which the stools contain undigested fat. This variety includes the rare condition, congenital steatorrhbea, in which liquid fat is present; pancreatic diarrhoea, due to failure of pancreatic secretion to enter the bowel and in which unsplit fat is present in excess, as well as undigested muscle fibres; coeliac disease, met with in children and occasionally in adults (so-called non-tropical sprue) and due apparently to a failure of absorption of fats, split fat being present in excess; and, lastly, rare cases in which blocking of lacteals (e.g., in tabes mesenterica) also interferes with fat absorption.
(3) Enteritis-a catarrh of the small intestines, which may arise from various causes, e.g., gross errors of diet, alcoholism, tuberculosis, or uraemia (eliminative diarrhoea) but sometimes from unknown causes. The stools are fluid and on microscopic examination are found to contain bile-stained mucus. They may be offensive, from decomposition of proteins (putrefactive diarrheea), or sour and bubbling, from fermentation of carbohydrates (fermentative diarrhoea).
(4) Colonic.-In this large group the seat of the trouble is in the colon. One may distinguish the following variations: (a) catarrhal-a simple catarrh of the bowel-in which -the motions tend to occur in the early part of the day (morning diarrhoea): there is often a history of a previous attack of acute colitis, perhaps years ago; (b) ulcerative, due to ulcers in the colon-these may be either dysenteric or non-dysenteric (ulcerative colitis); (c) obstructive, in which the diarrhoea occurs as an overflow "-the obstruction may be due simply to an accumulation of scybala (spurious diarrhoea) or to non-malignant (e.g., tuberculous) or, far more commonly, malignant tumours.
In all cases of colonic diarrhcea the stools are apt to contain visible mucus, and, if ulceration is present, blood or pus. Tenesmus is also frequent. The general nutrition, however, suffers less than in cases of enteritis.
(5) Neurogenic.-In this group the bowel mechanism is alone at fault. One may distinguish as varieties: (a) Reflex, an exaggerated reflex excitability of the bowelif the motions occur immediately on the taking of food the diarrhoea is sometimes spoken of as "lienteric"; (b) emotional or psychogenic, when fear, anxiety, and other emotional states "fire off" the bowel.
The differential diagnosis of these varieties involves the taking of a careful history, thorough physical examination both abdominal and general, an inspection of the stools by both the naked eye and the microscope, and a digital exploration of the rectum. In some cases it may also be necessary to use the sigmoidoscope, to give a test meal, and to have a chemical analysis of the motions for fat, etc. An X-ray examination after a barium enema is often helpful. In spite of the most careful investigation, however, the cause of the diarrhcea frequently remains unexplained. JUNE-TROP. Dis. I 1050 Proceedings of the Royal Society of Medicine 60
It must also be remembered that any given case may really belong to more than one of the above groups. In particular, it is very common for a neurogenic element to be superadded in any case of chronic diarrhoea, no matter what is its primary cause.
Dr. P. H. Manson-Bahr: Although much is still nebulous in this intricate subject, we are perhaps in a better position to regard the whole of it in perspective; I will therefore endeavour to confine my remarks as much as possible to differential diagnosis, for this is all important. In no other branch of medicine is it so essential, for accuracy in diagnosis is a paramount necessity for effective treatment.
Firstly, in dealing with dysenteries, it is necessary to refer to intestinal amoebiasis. There is too great a tendency to ascribe the majority of tropical diarrhoeas to this cause and to give emetine unhesitatingly in every case in which an adequate explanation cannot be immediately given. I am totally opposed to this method, which excludes the possibility of the case being one of a chronic bacillary dysentery or, it may be, the aftermath of that infection, for I am convinced that chronic bacillary dysentery is a much commoner disease than is popularly supposed to be the case. The difficulty lies with differential diagnosis; there may be so little to go upon. In this differentiation a combination of clinical experience and a specialized pathological knowledge appears to be essential in order to explain and appreciate the underlying problems.
The patient who is suffering from chronic bacillary dysentery is usually a very sick man; the emaciation may be extreme ; there may be "flare-ups," with pyrexial attacks and the passing of blood and mucus. Usually, however, the outstanding features are chronic diarrhoea and emaciation. The only certain method of making a diagnosis is by sigmoidoscopic examination (see Table I ).
DIFFERENTIAL The treatment of chronic bacillary dysentery is a very difficult matter. Obviously if the condition is treated as one of amcebic disease, with emetine, the patient is made very much worse. I am thoroughly convinced now that in resistant cases the only rational treatment is surgical interference and the washing out of the bowel, as in idiopathic ulcerative colitis.
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The question whether ulcerative colitis occurs in the tropics in the same proportion as it does in this country is a debatable one. From my experience I have no hesitation in saying that true cases of this disease arise in tropical residents in the same manner as they do in temperate countries. I consider it a disease which is essentially distinct from bacillary dysentery. In my opinion it is a constitutional disease in which the toxins are excreted through the mucous membrane of the large intestine, and that there is no evidence to show that it is in any way an infectious disease. It occurs sporadically and is apparently more frequent in women than it is in men.
The clinical features are the rapid onset with fever, the profuse sweats, the intense toxaemia of the patient, the rapidly developing antmia and its rapidly fatal course. There is another feature in which it differs from chronic bacillary dysentery in its liability to spontaneous recovery. It is moreover often complicated by perirectal abscesses and stricture of the bowel. I cannot agree with A. F. Hurst, who considers that it may be associated with an infection of one or other of the dysentery bacilli, neither have I been able to obtain any evidence that the course of the disease is in any way affected by the administration of large doses of anti-dysenteric serum. Nor can I agree entirely with Bargen that it is due to a special diplococcus, and in the twelve cases or thereabouts which I have treated I have obtained little evidence that Bargen's serum has any effect upon the course of the disease. The diagnosis in ulcerative colitis can best be made also by signoidoscopic examination, and I consider that the appearances are sufficiently distinctive and can be differentiated from those of chronic bacillary dysentery.
In idiopathic ulcerative colitis, the mucous membrane is congested anid has a plush-like appearance; it bleeds wherever the surface is bruised by the instrument or by means of a swab. In its fully developed stages there may be stripping of the mucous membrane, and naturally the appearances vary according to the length of time that the disease has lasted ; in effect it resembles in this respect the ulceration that one sees in uremia, and also in mercurial poisoning, and very much resembles the end-results of bacillary dysentery (see Table II ).
DIFFERENTIAL As regards treatment, the best results that I have yet obtained have been by appendicostomy and irrigation of the large intestine.
Membranous colitis.-This, I believe, is also a distinct clinical entity, and it occurs quite commonly in the tropics, where it has nothing whatever to do with infection with bacillery dysentery, although it is frequently confused with this condition. I have had at least three bad cases hailing from India and Malaya.
In this condition there is an exfoliation of the mucous membrane of extensive tracts of the large intestine, and complete casts of the bowel may in this manner be passed; together with this sloughing there is the passage of blood and mucus in the stools. It has been my experience that this disease also is commoner in women than in men. I regret that I cannot offer any suggestion as to its efficient treatment, for it nearly always recurs, and patients thus afflicted are well advised to keep out of the tropics altogether.
Mucous colitis.-I consider that this disease remains an absolute enigma, or, as Bastedo has expressed it, "there is much difference of opinion about its character, and no agreement about its -etiology." Nevertheless it is extraordinarily common in tropical practice, and I go so far as to say that it is more frequent in its manifestations in tropical residents than in almost any other class of individual. It apparently is common too amongst native races, especially when partially educated and Westernized. I consider that there is no evidence for regarding it in any way as an infection, but subscribe to the idea that it is best explicable as a secretory neurosis of the bowel wall. It is nevertheless a common sequel to both amoebic and bacillary dysenteries, and has therefore often been regarded as being evidence that the original infection has not been cured. This is an attitude of mind from which the tropical practitioner appears to have difficulty in dissociating himself. Many of the so-called incurable cases of amoebic dysentery are really outstanding examples of mucous colitis, and I consider it worse than useless to continue to treat them with emetine and other irritating drugs as if they could have some specific action upon this mysterious complaint.
The differential diagnosis from chronic amoebic dysentery can be made by stool examination. In mucous colitis flakes of mucus will be found under the microscope and will be found to contain the characteristic mucus-secreting cells. Should there be any doubt, sigmoidoscopic examination will usually settle the matter. In mucous colitis it is easy to observe the strings of ropy mucus which are being secreted from the bowel wall, and very often the whole intestinal lumen is blocked with this gelatinous substance.
As regards treatment: I must agree with the prevailing medical opinion that although the immediate symptoms may be relieved by bowel lavage, this has no permanent effect upon' the course of the illness. I consider, too, that patients suffering from this affection are best advised to live in a temperate climate. The mysterious condition known as " polyposis " of the bowel may occur as a sequela of chronic bacillary dysentery, or may arise de novo. My experience hias been limited to three or four cases, and I find that malignant changes are liable to occur in the polypi themselves.
Surgical polypus is frequently confused with the two main forms of dysentery, especially when it occurs in small children; the possibility of a polypus being responsible for the passage of blood and mucus in the stools must never be lost sight of in cases where blood and mucus is passed at the end of evacuation, and in cases where there are no other constitutional disturbances, and also in those cases which have been subjected without success to the various forms of treatment adopted for dysentery.
From microscopic examination of the exudate, I think it is possible to suspect the existence of a polypus, and this of course can be confirmed by sigmoidoscopic examination.
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Tuberculosis of the large intestine is comparatively common in tropical practice. I have seen four or five examples of this condition in which the tubercle bacilli have been demonstrated in ragged ulcers seen through the sigmoidoscope, and there is some reason to believe that this occurs as a sequela sometimes to chronic bacillary dysentery.
Syphilitic ulceration of the large bowel may sometimes be encountered in native races, and may simulate dysentery very closely. The diagnosis again is made by sigmoidoscope and by the recognition of other stigmata of the disease.
Malignant disease of the large intestine has always to be borne in mind. It occurs as frequently in the tropics as it does elsewhere, and there is some reason to believe, as Willmore has shown, that malignant changes are specially liable to occur on the base of chronic amcebic ulcers, so that it has been my experience to find malignant disease of the rectum associated with active amcebic dysentery.
Stercoral ulceration of the large intestine may give rise to blood and mucus in the stools and to the suspicion of a chronic dysentery. I have encountered one such case in a woman suffering from myxcedema, who had been invalided from India on account of chronic dysentery with cedema. The constipation was extreme. This case responded remarkably to thyroid treatment, and the ulcers healed up in a very remarkable manner.
There are three other forms of parasitic diarrhcea to which I must refer. There is bilharzial dysentery, which is common in Africa and in South America. The eggs of the parasite Bilharzia mansoni are passed in the feces and can be recognized by microscopic examination. The lesions consist of ulcers and polypi of the large bowel and can easily be recognized by sigmoidoscopic examination. A further method of diagnosis is by the removal of a portion of the growth and examination under the microscope. Fairley has devised two confirmatory tests: intradermal reaction and the complement-deviation test, which can be applied in a doubtful case.
Then there are the dysenteric symptoms associated with kala-azar, due to ulceration and polypoid formation of the large intestine by infection of the Letshmania donovani. As shown by Shortt and his collaborators, if the proper technique is a'dopted the parasites can be deinonstrated in the fa3ces. Of course in this disease there are other obvious stigmata to guide one. Chronic diarrhoea is extremely common in gross infections of the sub-tertian malaria parasite (Plasmodiumn falciparum); sometimes actual blood is present. I have often seen these cases diagnosed as one or other of the dysenteries, and I have on occasions been able to demonstrate the malaria parasite in blood passed per rectum. The pathology of the condition is due to the gross infection of the intestinal capillaries with this organism. The treatment naturally should be directed towards extirpating the malarial infection.
Flagellate diarrhoea.-The presence of intestinal flagellates is frequently verified in the chronic tropical diarrhceas, and it does not necessarily indicate that they are the source of the trouble. They may be concomitants, and may be flourishing like fish in some nutritive stream. If any one of them has a claim to pathogenicity, I think it is the Giardia intestinalis, more familiarly known as Lamblia. I regard the lamblia syndrome as typical: the passage of much flatus, accompanied by a peculiar light-coloured and undigested stool, in which these parasites swarm. There is also some evidence that in lambliasis there is a heavy infection of the gall bladder. Although intensive treatment with yatren, given by the mouth and by the rectum, has a most beneficial action in these cases, I cannot say truthfully that it entirely eradicates the infection. I believe, too, that when the acute stage is passed, tolerance is elaborated against this infection, so that people in normal health continue to pass the cysts in their faeces.
Sprue.-Finally there is sprue, and the conditions which so closely resemble it. There should be no difficulty in diagnosing an outstanding case of sprue, for there 63 1053 Proceedings of the Royal Society of Medicine is nothing quite like it in the whole of medicine. By this I mean that the patient exhibits the characteristic tongue, the flatulent abdomen, the large white and frothy stools and the accompanying usually severe anamia. Emaciation is always a feature of this disease; but in quite 50 per cent. of the cases the intestinal symptoms are present without the involvement of the tongue and of the mouth, and it is with these cases that difficulty is likely to arise, for they are so often mistaken for chronic amoebic dysentery. I cannot conceive any treatment more calculated to upset and seriously damage a patient suffering from sprue than the methods usually employed in curing amoebic dysentery. Too often sprue is confused with pernicious anwmia, and in my experience true pernicious an£emia is also found in tropical residents; that means to say the development of a severe primary anaemia without the necessary involvement of the gastro-intestine, nor is there usually in these cases any involvement of the mouth or tongue. On the other hand, sprue is liable to be confused with pancreatitis in adults, and undoubtedly inflammation of the pancreas is as frequent in the tropics as it is elsewhere. The differential points of diagnosis immediately arise to the mind. Caeliac disease is commonly found in European children brought up in the tropics, especially in India and Malaya. I am frequently seeing these patients, in whom there is always to be noted a certain lack of bodily and mental development, and who are suspected of having sprue. I am convinced that sprue does not occur in children, and they respond almost immediately to a fat-free dietary. The change in the mental attitude of these children is remarkable when placed upon a proper dietary, and it is probable that the existence of this unsuspected disease accounts for the idiosyncrasies and the unmanageable dispositions of many European children brought up in the tropics.
Then there is cceliac disease as it occurs in adults, which is confused with sprue occurring in the temperate countries, and which has been so well described by Drs. Bennett, Hunter, and Vaughan in the Quarterly Journal of Medicine, 1932, xxv 
Quite a sensation has been caused by the description of these idiopathic steatorrhceas in adults by Herr Thaysen as non-tropical sprue. It is freely admitted that much more research requires to be done before it is possible to admit that there are cases of true sprue originating outside the tropics.
Mr. Lionel E. C. Norbury: The Surgical Aspect, with Special Reference to Ulcerative Colitis. Diarrhoea may be true or "spurious." It is with the latter that the surgeon is chiefly concerned. with i" spurious " diarrhcea, the patient has the feeling that his bowels are going to be opened, but all that is passed is a greater or lesser quantity of mucus-blood and pus, perhaps with an admixture of fical matter. This may happen many times a day. The causative factor of such symptoms may be simple or ditficult to determine, but needless to say a correct diagnosis is all important.
The more common lesions which the surgeon may be called upon to diagnose and treat are ulcerative colitis and proctitis and their sequelm; tumours of the colon; diverticulitis of the colon. Ulcerative colitis, as I understand it, is the name given to a definite disease, with more or less well-defined symptoms and characteristic pathological appearances. It does not include every variety of ulceration of the colon.
Symptoms.-The chief symptoms are frequent motions, with or without pain, with the passage of blood, mucus and pus. Sloughs are also present. Food passes through the alimentary tract with great rapidity and so is undigested, the patient rapidly losing weight. Tenesmus is unusual, except with ulceration in the lower rectum.
Etiology.-Ulcerative colitis is a disease of early adult life. The sexes are said to be equally affected, although in cases treated at St. Mark's Hospital the disease 64 1054 Section of Tropical Diseases and Parasitology appears to be more frequent in women. It was formerly considered to be of dysenteric origin, owing to the finding of Flexner's dysentery bacilli in a case and because of the results of treatment by anti-dysenteric serum, as described by Hurst. This experience of isolating dysentery bacilli from the stools in cases of ulcerative colitis must be very exceptional. In the vast majority of investigations both cultures and all serum tests have yielded negative results. The points against the dysenteric origin of ulcerative colitis are: (1) Absence of history. (2) Want of evidence of infectivity. Out of 693 cases of " chronic ulcerative colitis " examined at the Mayo Ciinic in only five instances did the disease affect more than one member of a family. Such an incidence might occur in any infection, and is a strong argument against a contagious origin. (3) Failure to isolate the bacillus from the stools. At St. Mark's Hospital, as a routine, cultures have been made from the stools with entirely negative results. Incidentally, during the past ten years there have been three cases of ulcerative colitis which proved to be amcebic dysentery.
(4) Failure of patient's serum to agglutinate various strains of the bacillus: In none of the cases investigated at St. Mark's Hospital has the patient's serum produced significant agglutination of Flexner's or Shiga's dysentery bacilli. Again, a course of anti-dysenteric serum has had no beneficial effect in the cases so treated.
Many organisms have been isolated from the stools in cases of ulcerative colitis, those which have received most attention being streptococci, especially Bargen's diplococcus, which is regarded by most bacteriologists as a variant of Streptococcus faecalis.
Pathological appearances as seen with the sigmoidoscope.-These vary considerably. In the early stages, cedema of the mucous membrane is present with multiple vascular granular areas. Later on, definite ulceration of the mucous membrane occurs. The ulcers may be small or punched out, or may run into each other, forming large irregular areas covered by bleeding granulations. These tend to spread superficially, mucus adheres to the ulcers and yellow sloughs may be present. The edges of the ulcers are not undermined. Bands of swollen mucous membrane are present between the ulcers and may assume a polypoid appearance (the so-called colitis polyposa "). Owing to the superficial nature of the ulcers very little scar tissue results as a rule and stricture formation is unusual. Ulceration, however, may spread more deeply, invading and even perforating the muscular layers, thickened peritoneum forming the base, which latter may also be perforated. The healing of such ulcers may be followed by stricture formation, simple or multiple, often involving considerable areas of the bowel. A number of such have been put on record. Bargen reports 59 cases of stricture of the rectum or colon in a series of 693 cases of ulcerative colitis at the Mayo Clinic, i.e., 8-5%. We have had several similar cases at St. Mark's Hospital. It is not uncommon for such strictures to form low down in the rectum.
In ulcerative colitis, the tendency is for the ulcers to be distributed in the form of three bands, corresponding to the longitudinal bands of muscle, with intervening areas of swollen and hypertrophied mucous membrane. In a large number of cases sigmoidoscopy shows raw bleeding surfaces with loss of epithelium, but with no characteristic ulceration. q In the early stages of bacillary dysentery there is general congestion of the mucous membrane-swelling of the solitary follicles and small ulcers resulting from the breaking down of these follicles.
In the early stages of ulcerative colitis there is congestion and cedema, and later on small ulcers which, however, do not arise in the solitary follicles. These run together forming irregular ulcers. The later appearances are very similar in both types. Diagnosis: This is suggested by the symptoms and is confirmed by sigmoidoscopy and the finding of blood and pus in the stools.
A careful examination of the stools is essential in the differential diagnosis of A barium enema and X-ray examination may show a spastic and irritable condition of the colon.
The sigmoidoscope should be passed with great care in suspected cases of ulcerative colitis, owing to the danger of perforation and hbwmorrhage.
Certain constitutional diseases may be complicated by ulcerative colitis, e.g., chronic nephritis. Without a routine examination one may easily be misled in one's diagnosis, as is illustrated by the following case of a man, aged 55, suffering from chronic nephritis. About six months previous to my examination he had an acute exacerbation, witb signs of cardiac failure. For five months the motions had been loose, and had contained large quantities of blood and mucus. I diagnosed the condition as probably due to ulcerative colitis, complicating chronic nephritis. Sigmoidoscopy showed, however, a malignant growth just beyond the rectosigmoidal junction, thus illustrating the importance of a sigmoidoscopic examination. I well remember a physician once stating at a discussion on ulcerative colitis that he would be quite prepared to diagnose such a condition on the symptoms alone without the aid of the sigmoidoscope. In my opinion such an attitude of mind will sooner or later lead to an error in diagnosis and a carcinoma will be missed. Achlorhydria has been demonstrated in certain cases of ulcerative colitis, both in this country and in America. I have seen improvement result both in the local and general condition after the administration of dilute hydrochloric acid by the mouth.
A deficiency of calcium in the blood has also been suggested as a causative factor in ulcerative colitis, similar to that present in other forms of ulceration, e.g., varicose ulcers, and, arguing on these lines, parathyroid extract and calcium therapy have been employed, but, in my experience, with little benefit. It is important from the point of view of treatment to differentiate between ulcerative proctitis, which may be present without any involvement of the colon, and ulcerative colitis, which may be present without any involvement of the rectum proper.
More commonly ulcerative colitis and proctitis co-exist. The following case illustrates these points A woman, aged 26, was admitted to St. Mark's Hospital complaining of passing large quantities of blood per rectum during the previous two months. Sigmoidoscopy showed much cedema of the mucous membrane of the pelvic colon, which was very hyperiemic and oozing blood, mucus and pus. Sloughs were also present. The rectal mucous membrane was almost unaffected. There was decided tenderness along the line of the colon, especially the pelvic colon. The patient was admitted to hospital. She had several severe hiemorrhages. Appendicostomy was performed with subsequent irrigation of the bowel. The condition, although critical for a time, responded to treatment, and she improved considerably for many months, but ultimately had a severe hiemorrhage and died.
In contrast, I would mention a case of a woman, aged 41, in whom the lesions were confined to the rectum proper, as shown by sigmoidoscopy.
Proctitis.-As already mentioned ulcerafive proctitis may be associated with a similar condition of the colon, or may exist alone. Symptoms of "spurious" diarrhoea, with the passage of blood, mucus and pus, are usually present, and often accompanied by tenesmus. Any variety of proctitis may cause similar symptoms and may be followed by stricture formation. In such a case, especially if the stricture is low down in the rectum, pipe-stem motions may be noticed if the faeces are solid. More usually, however, symptoms of the accompanying ulceration are in evidence, namely, bleeding and discharge, often with alternating diarrheea and constipation.
Under this heading one must include:-Radium proctitis, which may follow treatment for carcinoma of the cervix, or the use of interstitial radium in the treatment of carcinoma of the rectum. Sub-mucous infiltration follows, with the liability to stricture formation.
Proctitis and subsequent stricture formation may result from the injection of strong solutions of chemicals-in the treatment of piles, etc.-or may follow the perirectal injection of paraffin in the treatment of prolapse of the rectum.
Gonorrhoeal proctitis.-This is stated to be the result of direct extension from the genital passage as a rule, and to be most commonly found in women. It may, however, occur in either sex. In recent cases the nature of the infection may be determined by direct smears. Stricture formation is very liable to follow, and in cases of long standing it may be impossible to demonstrate the gonococcus in the presence of chronic sepsis.
It is stated in one of the textbooks on surgery that "the commonest cause of non-malignant stricture of the rectum is a chronic pyogenic infection, in most cases of gonococcal origin. The proportion of syphilitic cases has been exaggerated on account of the tendency to attribute to syphilis all strictures in which no definite cause can be described."
Gummatous proctitis with resulting stricture formation may undoubtedly occur, but here again it is difficult to be certain of the causative factor. A positive Wassermann reaction may be present, in certain cases; on the other hand, a gummatous proctitis + sepsis may result in a fibrous stricture and the Wassermann reaction be negative as a result of previous anti-syphilitic treatment. Such a fibrbus stricture, whether the result of chronic sepsis alone or in association with a venereal infection, may be single or multiple, annular, funnelshaped, or irregular. It usually affects the lower three or four inches of the rectum, including the anal margin, and may reach as high as the pelvic colon.
Ulceration is usually present above the stricture, but may also be below, There is no ulceration of the actual lining membrane of the stricture. Here the ordinary cylindrical type of epithelium has been replaced by a pavement epithelium.
The stricture involves the whole circumference of the bowel and is characterized by bands of indurated and fibrotic muscle, between which are pockets, from the bottom of which fistulous tracks may lead to the surface in the anal region or open into the vagina. The extreme narrowing occurs at several points and will often prevent the passage of even a small bougie. One characteristic feature is the presence of hard polypoid growths below the stricture, a condition which has been said by certain authorities to be typical of a " gonococcal infection."
In old-standing cases, polypi may form immediately above the stricture. These may develop long-pedicles and project through the stricture. The bowel above the stricture is dilated and the mucous membrane catarrhal or ulcerated. The bowel below is often ballooned.
Age, 20 to 40 years; sex, usually female.
The possibility of these so-called gonococcal and syphilitic strictures being due to an infection with the virus which is responsible for the condition known as " lymphogranuloma inguinale," must be borne in mind.
Dr. Stannus, in his presidential address in October 1932, drew attention to the possible causal relationship between this new venereal disease and inflammatory stricture of the rectum.
Symptoms.-Increasing muco-purulent and blood-stained discharge; a feeling of fullness and of " something in the rectum"; frequent and ineffectual action of the bowels.
Tuberculous proctitis is very uncommon, and so a tuberculous stricture of the rectum is a rare occurrence; strictures are more common in the colon, chiefly ceecum.
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Tumours of the rectum and colon.-Certain "simple" tumours may give rise to muco-purulent discharges and symptoms of spurious diarrhcea, e.g., villous papillomata of the rectum.
Polyposis intestini may give rise to similar symptoms. It is a disease characterized by adenomatous proliferations of the intestinal mucous membrane.
Polyposis may affect the whole colon and rectum or only a portion of the large bowel. A similar condition may be present in the stomach and. small intestine either alone or in association with polyposis of the large bowel. Polyposis intestini has a definite familial tendency of the Mendelian type. It is transmitted by both males and females, and either sex may suffer from the disease. The sexes are affected in about equal proportions. It is a disease of adolescence or early middle life, and there is a marked tendency for malignant transformation to occur.
The stools in this condition contain blood and excess of mucus but no pus, thus distinguishing it from ulcerative colitis in its early stages. Carcinoma of the rectum.-True or "spurious" diarrhcea is often a prominent symptom with such lesions. Attacks of constipation may alternate with those of diarrhcea. Diarrhcea that persists and is associated with a mucous discharge is strongly suggestive of malignant disease of the rectum or colon, especially the latter. The frequent and urgent desire to go to stool with the passage of a small quantity of mucus and ftces is highly suspicious of a growth low down in the rectum. Blood is often passed per rectum, sometimes in large quantities. Pain is usually absent, except in advanced cases or unless the growth involves the anal canal.
Carcinoma of the colon.-The symptoms vary to some extent, according to the position of the growth. Some 75% of cancers are on the left side and of the scirrhous type. The chief symptoms are those of increasing constipation, alternating with attacks of offensive diarrhcea, due to irritation of the bowel above the growth by seybala. The faecal matter passed is mixed with blood and slime. Attacks of colic and abdominal distension are also features. Tumours involving the right half of the colon are of a different type pathologically, and so the symptoms differ. The growth is usually of the fungating type-without constricting the lumen. The prominent symptom is therefore diarrhcea, due to ulceration and irritation. A tumour may also be palpable. Diagnosis.-With carcinoma of the rectum the growth is usually quite easily felt on digital examination. If, however, it is beyond the reach of the finger, sigmoidoscopy will clinch the diagnosis. If thought advisable, a small portion of growth may be removed by Bruning's forceps, via the sigmoidoscope, for microscopical examination. f X-ray investigations.-A barium enema and X-ray examination may be misleading in the diagnosis of carcinoma of the rectum or recto-sigmoidal region. I have seen several cases in which the diagnosis was missed owing to the negative X-ray report, and neglect to examine with the sigmoidoscope. It is obvious that a filling defect in the recto-sigmoidal region or lower pelvic colon may be masked by the presence of barium in the rectum itself.
The diagnosis of carcinoma of the colon may be confirmed by:-(1) A palpable tumour; (2) a filling defect, as shown by radiography; (3) occult blood in the stools; (4) sigmoidoscopy in cases of tumours of the lower pelvic colon; (5) exploratory laparotomy. I operated recently on a case in which a filling defect of the pelvic colon was shown by radiography, and a diagnosis of probable carcinoma was made. An abdominal exploration, however, revealed a perforated diverticulum with a peri-colic abscess.
Diverticulosis of the colon may be responsible for symptoms of diarrhcea due to irritation from portions of feaces lodged in the diverticula. It may produce symptoms Section of Tropical Diseases and Parasitology very similar to carcinoma. The descending and pelvic colon are the portions most often affected. Constipation is usual, due to obstruction from inflammatory tissue, but diarrhcea may also be present.
Irritability of the bladder with frequency of micturition is often an early symptom. A mass may be felt on abdominal examination unless the patient is too well covered. Such a mass is usually situated in the left iliac region, and is tender to' palpation.
The diagnosis is suggested by the symptoms and by the presence of a palpable tender mass. A barium enema and X-ray examination-will show the diverticula, especially after evacuation, where they are depicted as flask-shaped processes filled with a residue of barium.
In advanced cases of diverticulitis, marked obstruction to the lumen of the bowel will be evidenced by the filling defect. Sigmoidoscopy may reveal the presence of diverticula if they are situated low down in the pelvic colon, but sigmoidoscopy in such cases is often difficult, owing to 'fixation of the bowel by inflammatory adhesions. It must be borne in mind that diverticulitis and carcinoma of the colon may be present at the same time.
I have only been able to refer briefly to the diagnosis of some of the more common surgical causes of diarrhaea; the list is by no means complete.
I have to thank'Dr. Cuthbert Dukes for kindly arranging a series of illustrative pathological specimens from St. Mark's Hospital.
Mr. E. T. C. Milligan: It is evident from the survey of reported discussions on non-tropical ulcerative colitis, and from the published results of the numerous forms of treatment, that clinical types are frequently confused. This is detrimental to the much-desired elucidation of the cause, and to the discovery of a specific remedy.
In this discussion then I will confine myself to the differentiation of granular procto-colitis from ulcerative procto-colitis. It is common knowledge that the rectum is involved in all cases in both types, and fortunately the appearance of the easilyexamined mucous membrane of the rectum through the proctoscope is a true picture of the changes in the rest of the colon if involved. Nevertheless in the granular type the sigmoidoscope should always be employed to determine the extent of the lesion, for the rectum alone in this form may be involved (proctitis) and remain so for years without upward spread. Furthermore the prognosis is influenced by the extent of mucous membrane affected.
In the granular form, the appearance of the rectum or colon viewed through a proctoscope or sigmoidoscope is granular, vivid pink and moist. It easily bleeds with trauma, and the normal branched blood-vessels are no longer visible, shallow pitting may be present but deep ulceration of mucous membrane is absent. Discharge on the surface varies from a trace of blood to large quantities of pus, muco-pus and blood. Snippings taken for diagnosis or investigation and examined by Dr. Cuthbert Dukes show that the tubular glands, never totally destroyed at any point, are always present in part. The inter-glandular tissue is the site of acute inflammation with outpouring of leucocytes. Sometimes organisms are seen but often not. The nature of the organisms would, we hoped, have helped us in our investigations. It is interesting to note that the ulcer left after snipping heals rapidly without scar formation. The absence of total destruction of tubular glands is a fundamental distinguishing feature of the granular type.
In ulcerative procto-colitis the whole thickness of the mucous membrane with its tubular glands is destroyed in localized areas. The resultant ulcers have irregular edges and expose the circular muscle. This deep ulceration is characteristic of the ulcerative type and is absent in the granular form. The intervening mucous membrane and submucosa is the site of acute inflammation with close collections of leucocytes. These myriads of unbroken and undrained abscesses give rise to the toxaemia, the distinguishing clinical feature of this form. Discharge in the bowel, is .69n 1059-Proceedings of the Royal Society of Medicine always purulent and profuse. The ulcerative type is rarely confined to the rectum alone but invades the colon as well. The deeply penetrating intensive inflammation with its products of lymph and cells destroys the elasticity of the bowel wall. The lumen therefore cannot easily be distended with air on examination and probably never is dilated with the fluid faeces present. Contracting spasm follows the ulceration. So all the factors are present for stricture formation associated with this type.
The elasticity of the bowel wall is unimpaired throughout the disease in the superficial granular form, so that it can be observed, with air distension on examination, to dilate and collapse. Stricture formation never occurs.
Defw,cation is painful in the ulcerative variety. If instrumental examination is ever indicated in this form, it should be carried out under low spinal an2esthesia. Diagnosis can however confidently be made without sigmoidoscopy. These manipulations are painless in the granular form, where it is essential they should be employed. These facts reconcile the conflicting opinions of some surgeons and physicians on the necessity for sigmoidoscopic examination.
The end-results of inflammation are different in the two types. In the granular form resolution is always complete. The mucous lining and the bowel are restored to normal. This arresting fact has been observed where inflammation has lasted as long as six years. The patients can always be given the confident assurance that their bowel will ultimately return to the original condition. This ray of hope enables the mind to adjust itself to the alarming bloody discharges. In ulcerative procto-colitis the bowel will never return to normal. Fibrous tissue in varying amounts will repair the destroyed tubular glands and mucous membrane, giving rise to scars, perhaps distortions and strictures. Moreover a granulation polyposis may develop. The well-known X-ray appearances strikingly demonstrate these early and late changes in the ulcerative form, with loss of haustrations, narrowings and deformities. X-ray examinations, howvever, reveal a normal colon throughout the course of granular procto-colitis. Before further differences of the two diseases are described, their superficial resemblances, which doubtless are the cause of confusion of thought to those who do not critically examine the bowel, may well be mentioned. Diarrhcea is present in both with alarming discharges of pus, and blood, but is very variable in degree. If the clinician himself relies on this symptom alone for diagnosis he will be unable to differentiate between the two conditions. The pathologist who is not alive to the distinction is but rarely able by examination of stools alone to separate the two diseases, although the discharges seen through the proctoscope are often characteristic of each disease.
Granular procto-colitis is much more common than the ulcerative form. From cases under observation one would put the proportion as 15 to 1.
The difference in the pathology of the bowel is strikingly reflected in the condition of the patient. The clinical picture in ulcerative procto-colitis is unmistakable, it can be diagnosed with assurance even by those who cannot or prefer not to use a protoscope or sigmoidoscope in this disease. The clinical picture of granular procto-colitis is, however, not characteristic, and cannot be differentiated with certainty from that in carcinoma of the bowel or that in granular proctitis without sigmoidoscopic examination, which moreover in this condition, as we have already learned, is painless, and in the patient's best interests. Frequent motions are common to the last three mentioned conditions. The amount of blood and pus varies in each and in different types of each, but is not distinctive. In neither is there a distinctive diagnostic toxemia. Clinical sense or folly reaches its worst when it would deprive such a sufferer of a diagnostic and prognostic sigmoidoscopic examination. Sad experience too often shows that to rely on digital and X-ray examination alone is to be fatally misled in diagnosis and prognosis.
The amount of toxaemia is the clinical distinguishing feature between the 70 1060 71 Section of Tropical Diseases and Parasitology 1061 ulcerative and granular types. The temperature and pulse chart in a patient with chronic diarrhoea is diagnostic in the ulcerative form. Temperature is raised above 1000 F. and may reach 1040 or more day after day. Pulse-rate is maintained over 100 beats per minute, 110-120 to 140 being registered.
In the granular form the toxLemia is usually not sufficient to raise the temperature abpve normal, occasionally it reaches 990 F. In severe forms the temperature does not go above 1000 F. which it may reach occasionally. The pulserate never reaches beyond 100 beats per minute; between 70 and 96 is the usual rate. Indeed, one can almost visualize the proctoscopic appearance of the bowel in both forms from the pulse and temperature charts. , The difference in the patient's appearance is typical and striking, and is again the result of the toxa3mia. Secondary anaemia, loss of weight, extreme emaciation in severe cases, dehydration, weakness which confines a patient to bed, are present in the ulcerative form. In the granular type anasmia is absent, except in haemorrhagic inflammation; weight is fairly well maintained, white blood-count is not raised, the patient is robust, can get about and is able to fulfil daily duties if the diarrhoea and bleeding are not excessive. In most cases the bloody stools alarm, but do not harm, and this should be explained to the patient. The compelling desire to a fruitless stool, if always satisfied, and not resisted, will give great mental torture. If the consultant by examination of the rectum and colon can assure his patient that his disease is not cancer, but granular procto-colitis, which is not lethal, and although lasting weeks, months, or perhaps years, will ultimately disappear, the patient will adjust his life to his malady and symptoms, and preserve a sound mental attitude till the promised resolution occurs, carrying out the necessary treatment in the meantime.
Unhappily, when ulcerative procto-colitis is diagnosed, the course of the disease is seriously uncertain and the prognosis is indeed grave: death, prolonged invalidism and serious relapses, are not uncommon end-results.
Dr. Hamilton Fairley said that he had not envied the opening speakers, as there was so much that was questionable concerning our present knowledge of different forms of diarrhea. The gastrogenic variety associated with achlorhydria was not common in tropical practice, though decreased acid secretion was often found accompanying diarrhceas originating in both the small or large bowel. Recently he had seen a case in which the condition had been erroneously treated for several years as sprue.
The patient was a woman whose mother had died from sub-acute combined degeneration of the cord and anaemia. The daughter became perfectly well under hydrochloric acid therapy. He wondered whether pepsin was present in Dr. Hutchison's cases, i.e., whether the achlorhydria was a true achylia, and also whether the rate of passage of food through the intestine was greatly accelerated. Much remained to be learned concerning the diarrhceas originating in the small bowel. No mention had been made of the interesting group associated with fistule of the small intestine like gastro-jejuno-colic fistula which had recently been shown at the Hospital for Tropical Diseases to be associated with megalocytic anemia and to simulate sprue. The steatorrhoeas also constituted an interesting group. Both sprue and iodiopathic steatorrhoea (so-called non-tropical sprue) had a definite biochemical background; there was an increase in the total fecal fat which was adequately split, and a decrease in the blood-calcium, while glucose-tolerance curves were low and often showed a delayed rise-findings indicating delayed absorption of fat, calcium, and glucose respectively. In pancreatic steatorrhoea, on the other hand, there was a high faecal fat which was inadequately split, high glucosetolerance curves, and possibly increased diastase in the blood and urine. The so-called diarrhceas of the large bowel were associated with mucus, and often, as in dysenteric and ulcerative colitis, with blood and pus as well. Dr. Manson-Bahr, in his table of differential diagnosis between ulcerative colitis and chronic bacillary dysentery, had said that the former disease commenced with high fever and sweats. This, however, was by no means always the case; many cases of ulcerative colitis in England were afebrile at onset and many remained so during relapse. In tropical patients the history of true dysentery was, of course, helpful, especially if intermissions had never occurred, but the only sure method of distinguishing between idiopathic ulcerative colitis and chronic dysentery was the isolation of dysentery bacilli, preferably from material obtained by gently curetting the diseased bowel during sigmoidoscopy. Cultures from the stools generally were negative and this was where more research was required; even in India, Cunningham had only isolated dysentery organisms in 26 % of his chronic cases. A postdysenteric diarrhoea in which the bowel appeared normal on sigmoidoscopy was sometimes encountered, and in another group of cases of chronic diarrhcea originating in the tropics the onset was not typical of bacillary dysentery at all, though it was generally labelled as such by both the patient and his practitioner. Mr. Milligan's classification of idiopathic ulcerative colitis into, firstly, a colitis with definite macroscopic ulcers associated with high fever and X-ray evidence of disease and, secondly, an afebrile or mildly febrile granular procto-colitis with a negative skiagram was most important. Febrile cases, however, did occur in which the sigmoidoscopic picture was that of granulo-proctitis, in which the pelvic and ascending colon was of tubular type, showing complete loss of haustration on X-ray examination, yet which, despite this fact, were capable of complete recovery.
He, the speaker, had observed two sigmoidoscopic pictures which, so far as he was aware, had not been previously described. The first was the appearance of multiple white nodules in the mucosa, the size of a pin's head, which he had recently observed in a case of intestinal schistosomiasis; on curetting the nodules lateral-spined eggs were obtained. The lesions were similar to, though somewhat smaller than, the bilharzial pseudo-tubercles which he (the speaker) had described in 1920, in experimentally infected animals and in the bladder of man. The second condition was an amcebic proctitis analogous to that seen in experimentally infected kittens in which the rectal mucosa showed generalized involvement in contradistinction to the more usual focal amoebic ulcers with intervening healthy mucosa. He had recently demonstrated such a case to post-graduates as being probably the result of chronic bacillary dysentery, and on curetting the bowel had been surprised to find large vegetative forms of E. histolytica, motile, and containing ingested red corpuscles. In another similar case, seen about six months previously, complete recovery had ensued after combined emetine and yatren treatment, and the bowel gave a normal sigmoidoscopic picture within three weeks. No dysentery bacilli were cultured in either case nor did the sera of the patients show any agglutination reaction to the dysentery group of organisms. 27 1062
